Mentorship is a critically important concept for students and those training for a career in medicine. For the mentor, the experience can be highly rewarding, and he or she must appreciate the potential value and impact the experience may have on the mentee. Many students have selected or diverted interest from specialties based on interaction with a single mentor who has had a positive, or possibly negative influence in the case of diversion. House officers (residents) have made subspecialty selection and supplemental career choices based on complementary experiences with mentors during the training period. The experience takes a variety of forms, and the mentor experience can be both active and passive. Clearly for many of us, we can identify a single or small number of mentors who had a significant role in shaping the foundation upon which we have developed our careers, practice, and work ethic.
Medical students have a vast amount of information to learn and synthesize during the four years of the medical school curriculum. The tasks of medical education are rather formidable, and the initial trajectory is of tantamount importance in fostering a successful medical school experience for the student. Often, the greatest challenge is deciding which concepts are most significant and which are more of simply academic interest. These distinctions are for the most part the responsibility of the teacher and can be revealed through the presentation of new information during lectures and practical experiences. Obviously much of one's success or talent as a teacher is based upon the ability to do this effectively and in a way that is attractive to students.
In 1996, I endeavored to bring these concepts to fruition by participating in a program that randomly matched first-year students with a faculty member mentor. The faculty member was responsible for spending time with a small group of the students, generally on a weekly basis, and assisting with bridging the gaps between textbook, classroom, and clinic.
During the first year of medical school, any exposure to patients and actual clinical material can be both exhilarating and anxiety provoking for the student. It is a critical point on the timeline of physician development. When I was introduced to my group of five students, I had been a faculty member at Yale in the Department of Therapeutic Radiology for two years. I had been a graduate student, intern, and resident at Yale and despite my time there, this experience was as new to me as it was to the students. The program was voluntary for faculty, and I signed up sensing that this would be an excellent mentor "experience/opportunity." Although I had a game plan, I had no idea of my ability to be successful in providing an educational, supportive, and exciting experience for the group. As part of the academic mission, I was hoping that I would be able to somehow enhance the clinical journey for this group of bright and enthusiastic people.
When I formulated the educational plan, my goals included: offering as much exposure to patients as early in the student's careers as possible, molding classroom information into clinical significance, and making sure I created an environment that was user friendly so that information and questions could be exchanged freely without judgement. It also needed to be fun. More specifically, I felt it would be important to stress fundamentals of history and physical examination, professional presentation, and somehow ensure that the interaction and bond between patient and doctor was well developed and subsequently understood.
I made it my priority to meet with the students on a weekly basis for generally two to three hours. I must confess that as a junior faculty member at the time, I did not have the heavy load of responsibilities that many of my more senior colleagues did, so I was able to make myself available to the students, which is a crucial feature of the mentor experience. Something as simple as that, just by virtue of spending the time, was seemingly invaluable to the group. We would sometimes spend hours just having question and answer sessions, and we would visit with patients in the hospital who had agreed in advance to such sessions. We spent time reviewing blood gas interpretation, ECG reading, various other procedures and their indications, and of course focused heavily on history and physical examination techniques. This was all during their first year of medical school.
Another critical component for the mentees though was to observe my interactions with patients. They could learn from observation just as well as didactic and often I suspected the observational technique may have been more influential. As I came to know the students better, our discussion atmosphere grew more akin to colleagues as opposed to faculty member/professor-student. This trust and mutual exchange was also of great importance in that it served as a framework for the entire experience.
On occasion, I do recall the students questioning the importance of what must have seemed minimalist and often obvious. Examples of this might be stressing the importance of a neat and legible medical record, appropriate presentation and introduction to patients, and examining patients in a consistent manner. I am certain that there were times that the students felt some of these methods were ridiculous, and they actually got me thinking about the validity of some of the more esoteric traditions and techniques myself.
As the months rolled on, though, and they were learning more and more from the traditional medical school curriculum, and had less time to meet on the Wednesday afternoons, we would see each other less frequently. Over the next two years, I would often run into them individually in the hospital. They would often comment on something I had taught them and candidly bring me up to speed on their observations of students and residents who were not "doing things the same way." I remember it was often the simple things they had learned from me such as approaching or greeting the patient in a certain way, refraining from discussion of cases or patient information in public areas, examining the patient from the right side, always placing the stethoscope on the skin and not auscultating through clothing, and warming instruments before touching patients with them.
They now had enough of their own experience to put many of the things they had learned from me in perspective with their newfound vast experience gleaned from additional teachers and mentors. I encouraged them to do what they thought was right at that point in their training.
The experience was a labor intensive one for me but incredibly rewarding. I also learned a tremendous amount from the students about many things, and this further enhanced the experience. When the students matured in their medical school careers, and we were no longer spending time as a group, they presented me with a gift as a token of their appreciation. That gift was a framed pencil drawing of me with the students drawn in caricatures. I think they really presented it a bit in jest, but I have cherished that gift and it still sits prominently in my office today.
The mentor-mentee relationship can be a powerful one for all involved. Planning, consideration, time, trust, mutual respect, education, and availability are all critical components for a successful experience. Interestingly, I have never volunteered with another group since my first team graduated in 1999. Lack of time to provide the proper experience is partially to blame.
I have not spoken to any of my students in several years, but when I see a new medical student in the fall I often think of my team and the things I learned from them. As I stare at the penciled characters in the picture and wonder what they are doing now, I remember all of the things they taught me about learning, teaching, and the rewards of mentorship.
